group of healthy individuals (55.1 ng/mL). 2 This cutoff level was associated with an odds ratio of 10.6 for VTE. 2 We agree with Rana et al that the sensitivity and specificity of sP-selectin is low, which is also true for any other biomarker that has been reported to be associated with VTE risk. However, this was not a diagnostic study but an observational study with the aim to investigate predictive parameters associated with the risk of VTE in cancer patients. We think that sP-selectin might help to detect a cohort of cancer patients at high risk of VTE, although we are fully aware that the positive predictive value for an individual patient is rather low.
2. Ay C, Jungbauer LV, Sailer T, et al. High concentrations of soluble P-selectin are associated with risk of venous thromboembolism and the P-selectin Thr715 variant. Clin Chem. 2007; 53:1235 -1243 3. Ay C, Jungbauer LV, Kaider A, et al. P-selectin gene haplotypes modulate soluble P-selectin concentrations and contribute to the risk of venous thromboembolism. Thromb Haemost. 2008; 99:899-904 .
To the editor:
Insurance policies in the United States may explain part of the outcome differences of adolescents and young adults with acute lymphoblastic leukemia treated on adult versus pediatric regimens
In their excellent analysis, Stock et al investigated the outcome of adolescents and young adults (AYAs) with acute lymphoblastic leukemia (ALL) treated on adult (CALGB) versus pediatric regimens (CCG). 1 They reported that the outcomes of AYAs 16 and 17 years of age were similar on CALGB and CCG programs. However, for AYAs 18 to 20 years of age (80% of CALGB vs 15% of CCG), survival was significantly worse with CALGB versus CCG programs (7-year event-free survival [EFS] 29% vs 57%). The 7-year EFS of 29% on CALGB programs is likely worse than the EFS of older patients (age 20-30 years). Stock et al discuss potential explanations including clinical and demographic differences, differences in protocol design and dose intensity, and variations in the degree of adherence to protocols. One potential issue not highlighted is that part of the difference in outcome might be related to current insurance issues in the United States. It is estimated that 40 to 50 million US citizens do not have insurance, and another 50 million have suboptimal insurance that is useless when a catastrophic illness like ALL is diagnosed. Most people at risk are younger patients who are transitioning from the umbrella of their parents' insurance coverage to their own. Younger individuals are more likely not to have acquired their own insurance during this transition period as AYAs. This would explain why the outcome of AYAs 16 and 17 years of age, who are likely still covered by their parents' insurance, is similar on CALGB versus CCG programs, whereas the outcome of AYAs 18 to 20 years of age is worse on CALGB programs (patients already independent from their parents' supervision and insurance) than on CCG programs (patients likely still covered by their parents' insurance). This is explained in the discussion by Stock et al as "emancipated adolescents," but it could be simply that those adolescents are "emancipated from insurance." This would also explain why adherence to postinduction consolidation long-term maintenance among patients achieving complete response was 81% (126/175 patients) on CCG regimens versus only 63% (75/112 patients) on CALGB programs. The reverse would have been expected, because pediatric regimens are more intensive, thus resulting in higher dropout rates. AYAs on CALGB regimens, having potentially poor insurance, could not continue on maintenance therapy after achievement of a remission.
It would be very instructive if Stock et al could analyze the patterns of insurance policies of AYAs with ALL treated on CCG versus CALGB programs. This will add tremendous value to the analysis and may allow the creation of better future health care policies for patients who may develop catastrophic illnesses. 
Hagop M. Kantarjian and Susan O'Brien

